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DR. CAROLYN CLANCY:  I must say David Schulke invited me to speak here today and I was pleased to be able to do so, but he sent me a note that was far more thoughtful, and it was about 100 miles ahead of where my own brain had been.  So I wanted to thank him for that and assure you that he’s certainly anticipating a lot of the issues and challenges ahead.  

I want to talk a little bit about AHRQ and share with you some lessons that we’ve learned from what we’ve been funding and what we call pharmaceutical outcomes research, which I think overlaps very, very clearly with ambulatory drug quantity in the elderly.  And I know that you’ve heard from Jerry Gurwitz at this meeting so I’m not going to be pumping his information too much, but he’s someone we’ve been very privileged to be able to support.  Then I want to talk about some very specific opportunities with the Medicare Modernization Act and get some feedback from you on a – some thoughts about voltage drops to ambulatory drug quality in the elderly, and then think out loud with you about some challenges and opportunities ahead of time. 

So I know a number of you have seen this slide before but essentially the mission of the agency is to improve healthcare outcomes, improve quality and promote access to effective services; that is to say to fix the entire healthcare system and we try to do that with a smile at all times.  And across the top of this slide are the three major groups of decision makers: clinical decision makers -- that is to say clinicians, patients, and their families making decisions one at a time; what we call health system decision makers -- that is to say these are people who lead large healthcare systems, or even small ones for that matter, people who purchase healthcare for their employees and those who decisions in the private sector have a huge impact on the landscape on which clinical encounters take place; and, of course, public policy decision makers -- why you’re all in Washington today.  

In general the focus of our research tends to be patient-centered, not disease specific, and in addition to focusing on the content of care we also focus on the environment in which those services are provided precisely because it makes a big difference in terms of the care that people receive.  And very, very importantly our mission includes both the production and the use of evidence based information.  And I think a number of you have heard me say before -- but it can’t be said too often -- that when we need success stories we point to our work with a variety of people in the QIO community to say this is how we know that the research we’ve supported can and has indeed made a difference.  So, thank you again. 

This is another way of saying that in addition to focusing on sort of the discovery of new knowledge, increasingly we’re focusing our attention on implementation of that knowledge into practice, which is what ambulatory drug quality is going to be all about; that is to say turning evidence into action.  It rolled right off my tongue, didn’t it? 

Some of the work we do with CMS – we do very specific work for CMS in response to their requests of us to do technology assessments.  What we do is we contract with a couple of our evidence based practice centers – actually we do some internal work first and sometimes we have to tell them we’d love to help you but there isn’t much to find here, so good luck.  But there’s no point in asking someone to review the literature because there isn’t a whole lot out there.  Other times we ask one of our evidence based practice centers to do a quick turnaround review and that presents just the facts, which CMS then in turn turns over to the Medicare Coverage Advisory Committee.  Other times we work with them on specific requests and I know some of you have already been involved in some of the pilot work around the HCAPS survey and we’ll also be involved – in case you’d missed this – I’m certain with the nursing home caps.  In other cases we’ve been working to identify areas where we can partner with CMS to evaluate specific initiatives, and I think the MMA is going to be giving us a lot more opportunities to do that and frankly we’re looking forward to it.  

So pharmaceutical outcomes research: what is it exactly?  I could give you a sort of narrative description but I thought it might be more helpful to give you some examples of what has been included in this portfolio.  You’ll recall that when the agency was established in late 1989 outcomes was the buzzword of the day.  We wall want outcomes and results sounded a lot like what my brothers used to refer to as management thinking, right?  What are we getting in return for our investment in health care?  And shortly after the agency was created we established a specific sub-program, if you will, focused on effective use of pharmaceuticals.  So, in general this portfolio has included studies of the safe and effective use of medication.  

Now, I want to make a distinction here between choosing the right drug and making sure that the right drug is actually used in the right way.  In other instances we’ve had studies that have focused on whether efficacy studies are actually translated as effectiveness.  And, I think, perhaps the best known study here is the Soumerai study of beta-blockers where he found in the early ‘90s that about one patient in five in the state of New Jersey was actually receiving – excuse me, one patient in five who had an MI were receiving this as recommended.  And moreover he was able to demonstrate that elderly people, people over the age of 75 who had not been included in any of the original clinical trials enjoyed the same benefit in terms of mortality reduction as people who had been enrolled in the trial.  This actually resulted in HEDIS and others rewriting the specifications of their indicators. 

In other instances where we’ve supported work to evaluate strategies to improve practice – or what we sometimes refer to as the E in CERTs, the CERTs being our Centers for Education and Research on Therapeutics – as well as identification of adverse events and avoidable errors, a huge array of activity if you start to think about it.  On the other hand, before the agency was established there really wasn’t a clear federal home for a lot of these issues.  We assumed that before a drug was approved for the market it was demonstrated to be safe and effective and then we just approved it and people used it and that was that.  We had no way of tracking or seriously examining issues about what happened when some of these agents were used in more heterogeneous populations and so forth.  FDA does some of that through post-marketing surveillance but there’s a whole array of other issues – such as should I use this new drug if there’s 10 more like it already, how do I know how the new stuff compares to the old stuff – which is very much in our bailiwick.   

So, I wanted to also share with you a paper that I came across in the New – in the British medical journal, excuse me, written by Jerry Gurwitz and one of his colleagues, which I thought was pretty interesting in terms of thinking about how does one define ambulatory drug quality or the quality of ambulatory drug managements.  And what they described there was the prescribing cascade, and in short oftentimes if a patient has an adverse drug reaction – which is very common in the elderly, as you all know – this can be misinterpreted as another medical condition, which of course gives rise to what?  Another drug.  And they made the recommendation that for all older people almost any new problem ought to be considered a potential adverse drug reaction.  Or, as one of my residents told me when I was an intern, you know, there are three questions you always have to know.  Who’s this patient?  What are their meds?  And what are we doing to kill this patient?  Those were the three questions you always had to know when you were called to see a patient that you’d never met before.  

They went on then to recommend that before any new drug was prescribed for an older person that all of their therapy should be reevaluated and non-drug treatment considered, and that furthermore people should try to aim for the lowest dose and the fewest possible adverse effects.  Well, that sounds wonderful.  It’s only if you pause for a moment and try to think about how does that map on to measuring quality as we know it now that I hope that you’ll take a deep breath and feel a little bit humbled by the challenge that will be before you in the near future.  

This comes from a study that looked at medical errors and patient safety and found that older people were prescribed a potentially inappropriate drug nearly 20 percent of the time, and this slide just looks at the differences in frequency for men compared with women, women being much more likely to be prescribed one of these inappropriate drugs.  

One of the other take-home messages from this study that I found very, very interesting: what the investigators at AHRQ did was they used data from our medical expenditure panel survey, but more importantly they actually revisited and revised the Beer’s criteria that I think many of you are familiar with.  And, in fact, they had the people who had originally developed the Beer’s criteria through a modified – (inaudible) – process help them to do this.  So they didn’t just kind of sit around and say I don’t like that one but it was a fairly formal process of doing that.  

And, you know, what this process revealed to us was that inappropriate prescribing contains a relatively small subset of medications where you should simply say this shouldn’t happen, and a much larger gray zone where the answer is – the answer to this question should this patient be receiving this drug is it depends, which isn’t surprising.  After all, if you’ve been taking a medication at age 64 and 364 days and you’re doing perfectly well, it seems a little bit silly that at age 65 on your birthday – welcome to Medicare – suddenly it’s inappropriate.  And all – which is by way of saying that it’s going to be not trivial to try to figure out how does one identify first the low hanging fruit, and then secondly sort of set priorities within that larger gray zone. 

So some of the specific examples from our work that I also hope will inform your thinking -- first was – and this has not been published yet by Frank Hearne (ph) actually worked with the pharmaceutical assistance program in the state of Pennsylvania to compare two different models of prospective drug utilization.  And it appears that the model includes that the act of participation of a pharmacist was more likely to be effective.  We’re all looking forward to seeing this actually in print.  

Another study that I think is very, very important is Wayne Ray’s study in the state of Tennessee.  He originally applied to us to do one single randomized trial and then had the wisdom to split it into two.  So there were two randomized trials of substituting Tylenol for non-steroidal anti-inflammatory drugs for older people with arthritis.  And just to give you a benchmark here, I think 60 percent of women in the Medicare population report that they have arthritis so we’re talking about a huge group of people here.  

Interestingly, the trial in the nursing home was very successful.  The trial in ambulatory care, I think, reached statistical significance if you used a one-tailed test of significance.  The bottom line is the effect is very, very modest and this was using state of the art counter-detailing.  So I hope you’ll all pause again and reflect that the challenge in front of us is going to be a little bit tricky.  When they tried to figure out why this wasn’t so successful or where they did have any impact in ambulatory care, what they found was that people who had a reason to be thinking about switching anyway docs tended to be responsive then to thinking about switching to Tylenol.  But overall the effect was very, very modest.  

Now, if you think about it that’s not terribly surprising, right?  In a nursing home you’ve got a little bit more of an infrastructure, standing orders and that kind of stuff.  Moreover, you have nurses which is really critically important.  Whereas in ambulatory care, the environment’s much more chaotic and yet that is going to be what you have to do.  So, as I heard about the fact that the state of Pennsylvania has recently announced that they’re going to make an investment in counter-detailing, I think it’s wonderful, but I’m also sobered and hope that they can figure out how to make this work. 

Another investigator looked at the impact of non-steroidals on cognitive function, whether this is protective, and found that that was probably not the case.  I only mention this because obviously there are many drugs for which the elderly have not been specifically enrolled in clinical trials so we don’t – the range of potential adverse events, I’m not sure we know all of the boundaries there. 

A prospective study of treatment of community dwelling elderly with anti-depressants showed significant under-detection of depression among people living in the community.  Not a huge surprise there, and that – moreover that there was an important interaction between depressive symptoms and a perceived health status overall.  

In another study that Wayne Ray did 15 percent of patients prescribed a beta-blocker discharge don’t have their medication filled.  And this is also a reminder to me to mention what I heard some British colleagues recently refer to as reconciliation errors.  A reconciliation error occurs when a patient comes in taking one group of medications, is admitted to the hospital and is discharged later, and then is subsequently seen in primary care, right?  And we’re trying to figure out which is the right drugs and all that kind of stuff.  Happens all the time, really avoidable.  In the U.K. a very large group of primary care practices worked with Don Berwick (ph) and it was really astonishing what a significant difference they were able to make.  So that may actually be one example of low hanging fruit that should be readily rectified, I believe.  

This is just a finding from Ken Wells’ series of studies.  He did a randomized trial of management of depression – detection and management of depression.  In this particular instance finding out that he was able – that this intervention was able to reduce disparities in treatment for African-Americans and Hispanics as well.  

Some of the research that’s going on in the future now – there is now a study that Wayne Ray is leading, I believe, with the QIO in Tennessee – I hope I’m not misstating that – looking at patient compliance with ACE inhibitors.  This is for patients with heart failure.  Ray Woosley and his group, first at Georgetown and now out in Arizona, have done a lot of work looking at drug interactions, and in general find that – no surprise – people over 50 are at increased risk of those interactions, and a number of studies that have looked at the world of retrospective drug utilization review finding that they don’t necessarily reduce the frequency of medication use problems or medication related admissions.  

So some of the future research needs that we’ve identified include, not surprisingly, more work on the impact of cost-sharing and effective use of medications.  I think a very, very large agenda here is how do you get important information, and only important information, to the point of care?  This is obviously relevant to many areas in terms of improving the quality of care.  I talked to a primary care doc not too long ago who told me about the ambulatory record system that they had installed in their practice, only to learn that until they got down and actually customized it for their practice when a primary care doc logged in to see for a patient like 50 reminders popped up.  Well, they were able to figure this out but a lot of those reminders could effectively be given to the people working out front and so forth.  But you know what happens if people get 50 reminders.  I mean, after all it’s all – after a while it’s all background noise.  There are many studies that document this for a pharmacist getting too many helpful hints.

More to the point, I think the PBMs have done a fabulous job of identifying patterns of care and there’s going to be a great opportunity for the QIOs to work with PBMs building on the work that you’ve done identifying important patters of care in terms of addressing quality problems and improving quality of care.  The big challenge, I think, they have is getting information to practitioners in something approaching real time.  Sending a letter when you know about an important error with coagulants doesn’t quite cut it.  So there’s a lot of issues here, and, of course, the impact of many drugs on overall quality of life.  The great news here is just how long many people will be with the Medicare program.  The bad news, particularly for women, is that they tend to spend on average between three and four years in a fairly disabled state.  It would be lovely to be able to compress that period of morbidity. 

One other finding I just wanted to share with you for your consideration because I think it’s quite relevant.  We know from a lot of work that Arlene Berman (ph), who used to work with us, has done that people of lower income and lower educational attainment tend to have worse overall health status – this is specifically in the Medicare population – and higher prevalence of chronic illnesses.  These people may also be likely to have lower levels of health literacy.  These are just some findings from an evidence report that we recently commissioned which reminds us that trying to identify effective strategies to encourage patient adherence with recommended treatments needs to keep this in mind.  

As a practitioner in Richmond one of the things I was always struck by was –when I started on the faculty, a colleague and I developed this – what we thought was an amazingly clever intake form, if you will, medical history based on sort of models we’d borrowed from many, many people.  The most important information I ever got from anybody’s form had nothing to do with their medical history.  What I learned is that there are a fair number of people, a lot of them older, who, after sitting in the waiting room for a minimum of 45 minutes – this was a non-efficient academic medical center – couldn’t get further than filling out their name and address.  Nothing I could have learned about that individual could have been more important than knowing that my handing them brochures was probably not the wisest idea in terms of getting them effective instructions.  But that – that information generally doesn’t come on drug claims or any other kind of claims data. 

I’m going to skip over this one.  I know a number of have you seen this slide but this is just to remind you all – from our National Healthcare Quality Report – just how much low hanging fruit there is on the ground here.  Diabetes, high blood pressure, asthma, really, really common interactions and very common conditions rather, for which we’re not getting it right even a majority of the time.  

And the last point – that only 20 percent of people with a usual source of care report that they’re not asked about medications to prevent interactions.  To me this underscores a huge challenge for the elderly, many of whom with multiple chronic conditions are seeing three, four and five or more physicians on a fairly regular basis who don’t necessarily have an easy way to share information.  

So that’s a little background about where AHRQ is and how excited we are about the opportunities and continued opportunities to work with QIOs in this area and about some of the research that we’ve funded.  Clearly, there’s a lot of new opportunities in the Medicare Modernization Act.  A big focus on electronic prescribing, which I think begins to offer not only the opportunity for decision support at the point of care, but another way to give feedback to prescribers based on patterns of care.  Absent that infrastructure, I think, it’s very, very difficult to help people get better as you go along.  As you are all acutely aware, there’s a number of important quality demonstrations in this bill which don’t necessarily have a whole lot to do with financing a drug benefit but probably wouldn’t have necessarily seen the light of day absent this much larger bill.  

A number of new disease management initiatives.  Those of you who have been reading the newspaper over the past week will know that we’ve begun down a road of increased transparency of drug pricing, unclear where that’s going to lead us but certainly unprecedented.  Completely impossible to know before this unless you happened to live in Maryland where the attorney general just did the same thing recently, a big focus on prevention, telemedicine, demonstrations and so forth. 

Now, the reason I mention all of this isn’t because it’s necessarily relevant to the topic at hand but I think it’s going to be very, very challenging for you to isolate out what is the quality of ambulatory drug management from a lot of these other larger initiatives.  Now, that also says to me that this is going to put many of you on very familiar territory in trying to figure out which stakeholders do you need to partner with so that your efforts are aligned and harmonized rather than trying to figure out what’s left after you exclude disease management, what we’re measuring in Heatus (ph) and so on and so forth.  Then what do we call ambulatory drug management?  

Very importantly, as well, I wanted to mention to you a new section, section 10.13 in MMA that authorizes up to $50 million per year for AHRQ to support syntheses and research on comparative effectiveness of drugs, biologics, devices and other healthcare services relevant to the needs of federal programs.  The initial priority list will be due six months from the date of enactment and we’re going to be having a public meeting on May 21st.  So that will be not quite two weeks from today.  It’s a Friday morning.  If any of you want to be able to come and testify please let me know after the meeting – cclancy@ahrq.gov.  The information, I believe, is also on the medicare.gov website but we’d be happy to get either written or prepared oral testimony for that meeting. 

So, voltage drops.  Some of you may have seen a slide we’ve used a number of times – it’s really hard – and if you ever do a Lexis Nexus search on what’s been going on in a particular area – or a particular community about quality of care, the first thing you notice is that quality, access, co-payments, out of pocket costs, it’s all kind of like one big – (inaudible) – in terms of what gets covered in the press.  Several years ago John Eisenberg published a study where he tried to identify voltage drops to quality of care from do you have insurance?  Are you enrolled in insurance?  That is to say can you afford it?  Are the right services covered?  Do you have informed choice, and so on and so forth?  Which I thought was a very nice model for articulating steps where we have problems. 

So I tried to extend this – and this is a very early set of thoughts – about how we might apply this kind of model to ambulatory drug quality in the elderly.  The first question, of course, is do you have access to coverage at all?  And thanks to MMA people will have access to coverage.  The second issue which is very much going to interfere with quality, I believe, is is it affordable?  The third issue, of course, is are relevant choices and options covered and do the beneficiaries understand their choices?  This week, of course, Medicare is getting to learn lots of lessons and getting an unprecedented – I think like a 5,000 percent increase in terms of hits on their website and so forth just as people who are eligible for a drug card try to begin to learn about which card they might select this year.  That’s nothing compared to what’s going to be happening when the full benefit rolls out. 

Coordination of care across multiple providers is huge.  I don’t need to tell you that but – and I’ll show you some findings from Jerry Anderson’s (sp) work in a moment.  Are pharmaceuticals used safely and effectively?  If individual patients are asked, you may have noticed from David Bates’ rather recent article, up to 25 percent report adverse drug events.  This is not the same thing as medical errors because medication errors are a subset of adverse drug events, but nonetheless that’s huge.  Do providers and patients adhere to evidence based practice and does the patient know what and how to adhere to recommended treatment?  So there’s a lot of potential voltage drops here all of which, I think, are going to be relevant to assessing quality of care, much less improving it. 

These are just some of the findings from the work that Jerry Anderson has been doing with the Partnership for Solutions.  When people with chronic illnesses are asked have you been told about a potential harmful drug-drug interaction?  A little over half the time, 54 percent seems to be like a big number this year, right?  Fifty-four percent of the time we get it right and here it is.  Do you believe that you were sent for duplicate tests or procedures?  Fifty-four percent.  Received different diagnoses from different clinicians?  Fifty-two percent.  And received contradictory medical information?  Forty-five percent.  If that doesn’t sound like a challenge to helping people adhere to recommended treatments, I don’t know what does. 

So thinking forward into the future.  One of the interesting issues and challenges in this whole arena, I think, is the old Wayne Gretzky challenge.  That is to say we can see all the problems before us but how do you begin to anticipate where the puck is going to be?  So I wanted to share some thoughts on that topic.  How can – 

(Audio break.) 

DR. CLANCY:  (In progress.) – ambulatory drug management from broader approaches to disease management.  Another way to turn that around might be to say how can your efforts focused on ambulatory drug management be aligned and harmonized with those who are focusing more broadly on disease management so that your efforts are synergistic?  

We need to learn a lot more about effective strategies for safe and effective use of medications and treatments more generally.  To that end, I can tell you that when we asked the Institute of Medicine to identify 20 priority areas for transforming health care overall they did, and they gave us a report a little over a year ago.  We now have asked the Evidence Based Practice Center at UCSF and Stanford to actually examine the evidence for best practices in 16 of those 20 areas.  And in the very near future we will have an evidence report on medication management and on care managements, which I think will be very helpful, at least giving us what do we know?  What’s the evidence? 

How – this whole effort is going to be set priorities and again manage intersections with other extant efforts.  I showed you, for example, how infrequently we get it right for people with diabetes.  On the other hand, the dequit (ph) measures are already part of an established infrastructure in terms of measurement and accreditation through Heatus, so how do we work in the improvement piece there?  And very, very importantly how do we anticipate the opportunities and likely trajectory of uptake for e-prescribing?  

Let me just tell you that on this front we’re also going to have some news to share, I think, over the coming months because as part of our initial investments in patient safety we have either two or three randomized trials of the use of e-prescribing to reduce medication errors.  So I think the results from those studies will be very helpful, not just to – how much can we reduce medication errors and how to generalize the broader lessons from Beth Israel and other leading centers, but also what’s the uptake of e-prescribing?  In some cases not quite as dramatic as you might think, but in addition to that we’ll know a little bit more about which physicians and practices are more likely to jump on this bandwagon sooner than others. 

I think that you all know about the importance of information technology.  Some of you may have gotten to hear Secretary Thompson say last week that we won’t just meet the requirements of MMA for e-prescribing but we’re going to come in ahead of schedule.  Very importantly, Blackford Middleton’s (ph) work for the Center for Information Technology Leadership has found that ambulatory computerized provider order entry could save about $44 billion per year.  Now, I don’t know, it might be $43.  The point is is there a huge savings, but it’s also, I believe, the only platform to which we’re going to be able improve quality of prescribing. 

 We know that computerized reminders can improve the quality of care, particularly for preventative services, use of appropriate medications, antibiotics, and so forth.  That’s all good news.  We also know that sometimes they don’t work.  Bill Tierney’s (ph) study published recently on using these reminders to improve care for people with congestive heart failure found no difference.  All of which suggests that – as one of my colleagues has said on a number of occasions – that when it comes to decision support we’re sort of in the clay tablets phase, right?  

Some people have suggested, for example, rather than sending helpful messages – Dear Dr., you ought to consider giving this patient an ACE inhibitor – that we move to more default approaches, which is here’s your patient.  This patient is eligible for an ACE inhibitor.  Here’s the recommendation the best evidence would suggest and unless you object we’re lining them up.  Now, this is going to work better in some areas than others but it makes you reconsider how we should be providing that information in order to make sure that we actually achieve quality of care. 

I also wanted to just – for your consideration let you think about not only how are you going to intersect with other disease management efforts and so forth but how you might partner in the near future with some of AHRQ’s programs.  We have two networks that I think are very important and extend across the country.  One is a network of primary care physicians in practice, the practice-based research network, that covers somewhere between 7 and 8 million patients and I think that Bill Tierney is presenting at this meeting and provides a lot of support to those networks.  You consider the fact that over – about 60 percent of physicians in this practice – in this country rather practice in groups under the – under six.  This is a lot of small practices with very, very limited infrastructure, which is clearly going to be a big part of your continued work in the future.  We think that there might be an intersection here. 

We also have a network of integrated delivery systems and we’re very much in need of a new name for this network.  So if anyone has suggestions, please see me afterwards.  I think many of you know that before this fiscal year is over we will be funding a lot of demonstrations and grant programs on the use of health information technology to improve quality and safety.  There’s no question that some of these are going to be focusing on electronic prescribing, but as they are out in the field, I think that there might be some very important opportunities to partner with the quality improvement organizations.  In addition to funding the specific individual projects, we’re also going to be funding a resource center, and again, I think, that that might be an opportunity for partnerships in the future.  

So, clearly, I think there’s grounds for collaborative work together in focusing on how to engage patients as effective partners in their own care.  If you consider the proportion of the Medicare population that has more than one chronic disease, that’s the vast majority.  There’s a huge amount that we have to learn about helping patients move from being sort of passive recipients to much more active participants in the process, if only because we know they have better outcomes when they do that.  

And, importantly, we would love feedback from you about which of the tools and information we’re putting out works and is helpful, which isn’t, how we can be more helpful to your needs.  And I’m hoping that we’ll see more applications from your organizations partnered with other research teams in the future.  

The bottom line is – ultimately the Holy Grail here is making the right thing the easy thing to do and I can’t think of a group of people better positioned to do that – which isn’t to say that any of this ahead is going to be terribly easy but we look forward to working with you.  And I’d be happy to answer any questions.  

(Applause.) 

MR.
:  Once again, if there are any questions, if you’d come up to one of the microphones. 

Q:  Hi.  My name’s Anita Murko (ph) from the QIO in Arizona.  And we talked a little bit this morning about barriers and you skirted around a very important barrier to actually doing some of the things you talked about and that’s data sharing.  In Arizona we do have the CERTs, we have Dr. Woosley, and we have had multiple discussions with our managed care organizations, with our PBMs, with our Medicaid provider to try to structure some sort of equitable data sharing arrangement that every organization felt comfortable with and we’re still at the drawing board.  So if there’s – if there are models of good data sharing agreements for different types of those partnerships it would be wonderful to tap into those. 

DR. CLANCY:  No, you raise a very important point and the only reason I skirted around it was I didn’t have any wise solutions to what I know is going to be a very vexing problem.  I can commit to you that we will be working as closely as we can with CMS and anyone else to make sure that people can have the data that they need, which isn’t to say that we can necessarily dissolve all those other barriers.  But I hear you and I’ll look forward to hearing more about it when I come out to Arizona in a few weeks. 

Q:  Thank you very much, first of all, for spending so much time and trouble preparing your talk for this audience.  It’s actually evident throughout the presentation.  I really appreciate that -- a lot of very well targeted material.  I didn’t catch all of the EPC reports that are coming and I want to make sure if we can get your slides before you go, maybe we can copy them quickly.  That would be helpful. 

One other area that you did mention – there sounds like there’s some research coming from you and a report coming from your agency on is an area that’s emerging already and this is just the first half of the first day of this meeting.  But it seems increasingly clear that we’re going to have a problem with the e-prescribing EHR technology being taken up and used to do all of the things that we want it to be able to do.  And each speaker that is speaking on this later today and tomorrow we’re asking to be as clear as they can about defining when it will work and when it will not work, the circumstances under which it was optimized because CMS is committed and the whole administration is committed to moving forward in this direction.  

So it’s more grist for follow up than it is for right now but if you have any insights that you’d like to offer now that’d be terrific.  If not we need to follow up with you very much to find out – tease out the times and situations when this technology is not just a added burden that makes life more complex, and when it actually makes things simpler and really helps.  I think that’s the big open question mark.  

And the second thing is we tried to get the CERTs and the QIOs together a long time ago and it wasn’t a CERTs really that it didn’t work out.  It was the QIOs didn’t know – why should we talk to the CERTs?  And the CERTs traveled and Bosco (ph) traveled and we basically had no interest.  I think that when CMS defines the scope of work for the QIOs in ambulatory pharmaceutical therapy it’ll start to all come together.  And, I guess, maybe it would be a really good idea for us to talk leading up to that and after that there would be widespread interest, I think, in those resources in those centers around the country.  And I’d like to especially notice that HSAG did stand up and say we want to work with the CERTs.  When CERTs were asking QIOs all over the country to work with them, they did.  So I’m glad you’re going out there. 

Any guidance -- 

DR. CLANCY:  I agree those are all important issues more for the future.  Let me just say that as soon as we have findings to share from the studies, particularly of e-prescribing, we will be sure to share them with you, and we might follow up in terms of thinking about the most effective way to do that.  Some of their data analysis is still in progress.  

I do recall seeing from an informal report though that in the context of one randomized trial in a midwestern state the uptake of e-prescribing, even with a fair amount of handholding, was just under 50 percent.  And I think one of the big issues here is predicting how likely – what’s the trajectory here?  How likely and how rapidly are people likely to take this up?  And if you spend enough time in the right meetings in Washington you think it’s going to happen by the 4th of July and that’s crazy.  We have a new national coordinator and he’s fabulous and a wonderful guy, but then if you go out to practice and you realize just how much is – it’s all scratch the paper, right?  

And you try to imagine what it’s going to take to turn that ship around, you’re left – one of the points that a number of people made at the secretary’s summit last week which I thought was pretty interesting was that we very much need metrics for trying to figure out where we are on that trajectory because after all, if we thought uptake of e-prescribing was going to be in two years, we could predict that with some sort of certainty or some date certain, you would be planning your efforts in one way that looks quite different than if you thought it was going to take two decades.  

And a number of speakers got up and all said in slightly different ways we don’t need more anecdotes.  We’re not even sure these questions on surveys that people talk about all the time – as in how many docs use computers or electronic health records – whether they’re even answering the same question.  So that’s an area that AHRQ is going to focus on very specifically, which I think might help individual QIOs because if you’re in an area that looks more like two decades than you’ll look forward to hearing about e-prescribing at these national meetings but that’s not going to be the focus of your work right now.  Whereas if you’re in an area where there’s a much more rapid uptake, I would imagine that you’re planning, and how you’re gong to implement certain initiatives would look a whole lot different. 

So, I think those are two areas that we can specifically follow up.  

Q:  That later one I would just like to underline, CMS will have to figure out how to evaluate the QIOs and the program for its effectiveness in promoting appropriate use of technology.  So that cluster of metrics that you’re talking about is probably needed as soon as it can possible be put together.  And if there’s any way that our community can help we would be very glad to help. 

DR. CLANCY:  That would be great.  And let me also just underscore the resource center that will be funded before this year is ended because I think that’s going to be another opportunity for collaboration.  When we brought in experts from all over the country to help us think about how do we create these investments in health information technology, we heard from a lot of them that you’ve got to have some place where people can go to for this hands on technical assistance.  

And we imagine – in part because we’d like to avoid learning the same lessons over and over again, but we imagine that the audience for those messages and insights and lessons learned is going to be much broader than the community of grantees.  And indeed we’ve designed the contract so that it will be scalable so that others can participate as well.  So –

Q:  Good idea.  Thank you.  

Q:  Carolyn, again, thank you for bringing us some challenges and great news and again I want to commend you on the great efforts the agency has done in the THQT as well as the – most recently the state and regional health information infrastructure contract you have put out.  Could you make a comment about how that particular health information infrastructure contract could be linked with some of the exciting things that I’m seeing with this practice based research network as well, perhaps, the IDS research network, how that could be sot of integrated in some ways as well as how QIOs can be involved with that?

DR. CLANCY:  Well, it’s a really important question.  I’m not sure I have a total answer just yet and to some extent that’s going to depend on what particular types of work and foci that these demonstration projects propose.  In addition to the specific initiatives on how does health information – evaluating specific applications of HIT to improve quality and safety, we’re also going to be funding five state or regional demonstrations which will be efforts at creating a local information infrastructure or exchange of health data. 

  Well, that totally changes potentially the dynamics of trying to figure out what’s happening to one patient seeing seven doctors and so forth because in theory then you would be able to get that kind of data.  It also changes potentially the dynamics of data sharing agreements and so forth.  So I think there could be some very important opportunities which of you are likely most affected by that, I think, is an open question right now.   

